Introduction
As in many countries, emergency departments (EDs) in Australia have become much busier, providing care to more complex patients in greater numbers than ever before. In 2007-2008, there were over seven million presentations to EDs in Australian public hospitals (Australian Institute of Health and Welfare, 2009 ). The first contact many patients have with a hospital is via the ED, which unlike a hospital's reception area, can be a highly charged environment, perceived as 'chaotic' and frightening for patients and their families. The targets by which ED performance is measured in Australia (for example waiting times) places an even greater burden on hospitals and staff, as failure to meet targets is often sensationalised by the media. This paper will examine some of the challenges which impact on the ED nursing workforce and evaluate approaches which may be introduced to deal with these.
Emergency departments today
The ED is a place of high activity where staff are expected to care for a wide range of unanticipated presentations. They deal with life and death situations; presentations which are better suited to treatment by a General Practitioner (GP) such as minor respiratory infections and lacerations; provide care for the full age spectrum from newborns to the elderly; and a growing number of presentations which are 'psychosocial' in nature -including homelessness and issues related to child protection (Gardner et al., 2000) . In addition, the ED must accept, treat and manage all cases as they present, as failure to do so in a timely manner often results in intense media scrutiny (Lauder, 2007) .
One of the most significant pressures facing Australian EDs is the increase in patient attendances. With shortages of beds in the acute hospital system, often the fastest route to hospital admission is via the ED. ) highlighted a number of key issues which have substantially increased demand for services including an ageing population; more patients presenting with multiple comorbidities; an increased number of patients with chronic disease(s); the increased cultural diversity of patients; and increased acuity on presentation. In addition, with the number of GPs declining and pressure from this group to increase the fee paid by patients for their services, it is likely that more patients with minor ailments will present to an ED (known as 'walk-ins') in an effort to obtain fast, free care. This will add further to increased demand.
(Australian Institute of Health and Welfare, 2008, 2009; Australian Medical Association, 2005; Elliot, 2002; Metherell, 2003) . At the other end of the care continuum, there are now often increased levels of intervention undertaken in the ED rather than in the intensive care unit (ICU) or ward/unit areas, also increasing patients' waiting time (Wilper et al., 2008) .
State and Territory Governments in Australia are responsible for managing hospitals efficiently and effectively, using targets designed to improve access, decrease waiting times and decrease delays in treatment. Current target measures include average ED waiting times (the time to be seen by an emergency physician); average time to transfer to ward; and time off stretcher (the amount of time taken from ambulance arrival to transfer of care to hospital ED) (Australian Institute of Health and Welfare, 2008) and these figures are publicised. For example, recent data indicate that median ED waiting time in Australian public hospitals was 24 minutes with 69% of patients being seen within their triage category recommended time (Australian Government Department of Health and Ageing, 2009) . However, at times the targets can result in adverse consequences. For instance, the policy of 'treat and release quickly' may result in patients being discharged home only to return more seriously ill the next day or shortly after this initial discharge (Brown and Gray, 1998; Demir et al., 2008) .
Actions taken to decrease crowding by increasing throughput in the ED may cause congestion in other departments and hospital wards (Committee on the Future of Emergency Care in the United States Health System, 2006; Harrison et al., 2007; Robert Wood Johnson Foundation, 2009 ). In addition, rapid throughputs may compromise the continuity of patient care, requiring implementation of strategies to improve information sharing and handover to prevent adverse events (FitzPatrick et al., 2006; Maloney et al., 2007; Shendell-Falik et al., 2007; Vincent and Wears, 2002) .
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There are also hospital-wide factors which may increase 'congestion' in the ED. The most significant of these is the shortage of beds (Mark, 2009; Sammut, 2009) . Over the past 25 years, the number of acute public hospital beds in Australia has been reduced from 74,000
beds to approximately 56,000 beds (Sammut, 2009) . In 2007, more than a third of patients requiring hospital admission after ED treatment waited in excess of eight hours for a bed to become available (Wallace, 2007) . Anything which prevents the transfer of patients immediately to an available bed significantly impacts on the efficiency of the ED. When bed capacity is limited, patients may be admitted to any available bed (known as 'hotbedding' in Australia). This then results in nurses moving inpatients around to accommodate new admissions because there is no bed available in the appropriate unit or ward type. In a recent study Duffield et al. (2009a) found that 1.25 patients flowed through each medical or surgical bed every day, and that the average number of wards/units patients visited per admission was increasing. This figure did not include transfers between beds on the same ward. As a consequence of delayed transfer, ED staff are often exposed to 'abuse from exasperated and irate patients, their family members or friends, when their expectations for prompt quality care are unable to be met' (College of Emergency Nursing Australasia, 2007, p. 1).
There are other workforce factors affecting the efficiency of the ED. These include a reduction in junior doctors' working hours, nursing shortages, a shortage of senior medical staff and multiple health professionals working in the same department with overlapping competencies (Garling, 2008) , where lines of communication and authority are not always clear and role responsibilities 'blur'. As it is unlikely that this situation will resolve quickly it is timely to evaluate strategies which may be employed to 're-design' the workforce.
Workforce strategies to improve performance
As the highly charged 'face' of the health care system any failure to meet demand or targets in the ED are often seized upon by the media. Faced with situations such as this, rapid responses are required from health service managers and these often take the form of redesigning or changing workforce roles and responsibilities to improve departmental performance. The authors will use two hypothetical hospital EDs (designated Hospital A and Hospital B) to illustrate four approaches to workforce re-design (see Table 1 ).
From the perspective of a hospital manager there are several inferences which can be drawn from these data. First, whilst there are some differences in service types and staffing between the two hospitals, Hospital A meets more targets at a higher rate, admits fewer patients, has a faster throughput, uses fewer registered nurse (RN) resources, has a nurse practitioner (NP) on staff and the costs/patient are less. In the absence of any other data a health service manager might conclude that introducing a new role to Hospital B -that of a NP -will result in similar (and better) outcomes. Various researchers have found evidence to support the suggestion that NPs can have a positive impact on patient care and satisfaction (Guzik et al., 2009; Jennings et al., 2009; Sackett, 2009 ). For instance, in a longitudinal study of patients in Canada, Sackett (2009) reported no differences in the health status of patients who received standard clinical care from a physician compared to those who received care from a NP. In the occupational health setting, Guzik et al. (2009) (Table 2 ) working in EDs Hooker, 2004 Hooker, , 2006 Hudson and Marshall, 2008; Jarman, 2007; Jennings et al., 2008; Root, 2008; Wilson and Shifaza, 2008) : Table 2 -ED position titles ED advanced practice nurse (EDAPN) (Hudson and Marshall, 2008, Root, 2008) Emergency nurse practitioners (ENP) , Hudson and Marshall, 2008 , Jennings et al., 2008 , Wilson and Shifaza, 2008 Consultant nurse in emergency care (CNEC) Emergency care nurse (ECN) (Jarman, 2007) ED resuscitation nurse (EDRN) Nurse registrar, honorary nurse registrar ED Physician assistant (Hooker, 2006 (Hooker, , 2004 There may be several problems which arise from this approach of introducing new nursing roles. From the titles in Table 2 (NSW Health, 2005) . While the nomenclature is the same, the functions and roles undertaken are quite different. There can be confusion over tasks and duties given the lack of regulation and legislation which may surround the establishment of these positions (Daly and Carnwell, 2003; Rutherford et al., 2005) . Inefficiencies such as work duplication (Roschkov et al., 2004) can result and there may be medico-legal-regulatory difficulties if nurses are faced with disciplinary procedures resulting from a lack of clear-cut standards of practice. These considerations suggest that when introducing 'new' roles, nursing executives need to take care to ensure that the roles and responsibilities are clear to both staff and patients (Buchan et al., 2001; Pearson, 2003) .
A third strategy is to change or re-design the functions and tasks within current roles. There are a number of reasons why such a strategy may be implemented. First, if there are certain tasks or functions which are not being covered adequately, redesigning current roles may assist in reducing deficiencies by giving particular staff responsibility for the tasks or conversely, doing this may assist in eliminating overlap between related roles. Role overlap or ambiguity is a costly phenomenon. It has been found to be associated with decreased job satisfaction, as well as a reduction in the number and quality of applicants for positions (Duffield et al., 1994; McKenna et al., 2009 This change of roles may also occur between the regulated health professions (medical, nursing, and allied health staff) in acknowledgement of the expertise of one discipline over another (McClellan et al., 2006 ). An example might be a physiotherapist triaging all patients with limb injuries or a nurse treating all minor lacerations/abrasions. However, it should be noted that these strategies are not necessarily cost-effective. A UK randomised control trial (RCT) showed greater patient satisfaction in physiotherapist treatment of soft tissue injuries, but no resultant cost savings have been reported (Richardson et al., 2005) . However, as
McKenna et al. (2009) suggest, determining cost savings is a difficult process. Different studies often adopt different methods of estimating and valuing resources, meaning it is difficult to identify the cost savings associated with changes in roles. These considerations suggest that whilst changing a role may be beneficial to improving some aspects of hospital performance, it may not be the most cost-effective measure and consideration must be given to the local context.
A fourth, but more complex approach is to expand the role of unregulated workers which often takes the form of 'learning on the job'. This approach to learning enables staff members to gain new skills in their own distinct work environment, rather than undertaking formal study offered by an external provider. It enables staff to develop practical skills through informal learning which are directly applicable to their particular work context. Such training may be less expensive than external study. Nonetheless, as Berings et al. (2008) suggest, it is important that learning and training be carefully structured to take into account the skill, complexity and required knowledge of nursing tasks. Additionally, there is a view that this approach may result in task shifting or 'skill creep' with serious repercussions if boundaries are not placed around aspects of practice to ensure safety and quality (McKenna et al., 2004) .
For example Bridges et al. (2003) , Bridges (2004) describe the interprofessional care co-8 ordinator role intended to be a clerical support role. There were four individuals in this role without any professional qualifications. Two years after its introduction, the scope of work had changed significantly without the organisation's knowledge. Occupants of this role were involved in discharge planning of inpatients with very complex needs, posing some threat to patient safety. The authors believed that this was due to the absence of training, close supervision of work and a regulatory system, concluding that cross-boundary work is difficult to regulate when undertaken by those without registrable qualifications.
Whenever changes to workforce roles are introduced, it is important to consider the particular context of the ward or unit or, in this case, the specific ED. There needs to be an acknowledgement that there are boundaries which impede staff achieving their potential, which may then impact on service delivery (Department of Health, 2000) and these boundaries may vary between what may appear to be similar EDs. Hyde et al. (2004 Hyde et al. ( , 2005 found that role re-design worked best when introduced locally involving local key stakeholders, where local willingness to hand over tasks existed and usually required local training programmes. However, these actions lack recognition and certification of transferable skills. The authors concluded that the spread and sustainability of new roles nationally is questionable as they may lack local relevance (Hyde et al., 2005) . This would be true in most countries, Australia included.
The ED workforce of the future
Today's health care employees have increased expectations of autonomy, authority and responsibility (Finn, 2001 ). They want to be able to diagnose and treat minor injuries/complaints, undertake nurse-initiated X-rays, provide nurse-initiated analgesia and discharge patients in a timely and appropriate manner. This model has been successful in Western Australia (Combs et al., 2007) , where nurses are providing a more advanced clinical service to patients resulting in an improvement in staff morale, and a less congested ED with the majority of patients fast-tracked. Also, in Melbourne, Australia, the introduction of new services into EDs (care coordination team, short stay unit, psychiatric team, chest pain unit, pharmacy service and others) as well as a 'fast track' system for low acuity patients, has proved successful in improving patient flow, although a cost-analysis has not been performed to date (McD Taylor et al., 2004) .
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There is little doubt that there are core skills that the range of health professionals working in the ED will require; undertaking a rapid and comprehensive clinical assessment and history taking; assessment of deviations from 'normal'; the capacity to assess, treat, refer or discharge; timely and effective clinical decision-making; cross-disciplinary teamwork;
managing the staff and environment; providing education and research and leadership (Brook and Crouch, 2004; Charters et al., 2005; Griffin and Melby, 2006) . Nurses must consider their place in this environment and in particular, the potential for an expanded role. However, what is clear is that when determining the clinical roles of staff in an ED the decisions about roles must lie in the particular ED context and relate to the specific client needs and staff capabilities. There needs to be a local (ED) approach to roles and skill development but a national or, ideally, international, approach to nomenclature and regulation for clarity and public safety.
Conclusions
There is little doubt that demand for ED services will increase. Given projected nursing shortages of between 10,000 and 40,000 nurses by 2010 (AHWAC, 2004; Karmel and Li, 2002; Moore, 2007; Productivity Commission, 2005) as well as shortages of medical practitioners (Australian Medical Association, 2005) , the Australian ED workforce is also likely to look different in years to come. Currently in Australia the targets used to measure ED effectiveness and efficiency do not include any measure of workforce capacity to meet these targets. Measuring ED workloads and ensuring that there is appropriate staffing to meet these workloads should be a priority.
There are real opportunities for expanding the nursing role and the roles of all health disciplines in EDs (Hudson and Marshall, 2008) . However, this will require putting strategies in place to support the basic but essential clinical practice elements such as teamwork, handover and effective communication, which are not likely to change when work roles do.
Organisations which have stable staffing levels will improve efficiency and effectiveness in all areas including the ED. As the roles and the teamwork become second nature to members of an ED, this will result in a well practiced and organised group of health professionals delivering coordinated and high quality health services to their patients. These groups will anticipate appropriate actions and work at intuitive levels. Finally, it should be noted that future health care services may be quite different from current models, and as a consequence, professional health care roles and an understanding of these roles will need to evolve in response to contemporary needs but in a staged and well considered manner. One final cautionary note -one size will not fit all!
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